Mycoplasma pneumoniae (M. pneumoniae) pneumonia usually runs an uncompli cated though often prolonged course. Massive pleural effusion is a rare complication in M. pneumoniae pneumonia. Decancq and Lee (1965) reported M. pneumoniae pneumonia with massive pleural effusion in a 13-year-old girl. Isolation of M. pneumoniae from pleural fluid has never been hitherto reported. Serum specimens were collected from patients at the time of admission and later about every week during admission.
Complement fixing test. Antigen for the test was made with the Mac strain of M. pneumoniae and the method for preparation of the complement fixing (CF) antigen was performed according to the method described by Chanock et al. (1962) . CF antibody was measured by micromethod described by Sever (1962) with two exact units of complement and four units of antigen.
Cold agglutinin test. A standard macro cold-agglutinin (CA) suspension of human 0 red blood cells was used.
Antibody titers against viruses.
Antibody titers to adenovirus was measured by CF test. Antibody titers to influenza A2 and B viruses were determined by hemagglutination inhibition test.
REPORT OF CASES Case 1. An 81/2-year-old boy was admitted to hospital with a five-day history of fever and cough on November 28, 1969. Examination of the chest revealed slight dullness to percussion over right lower side, but rales were never heard. A chest x-ray film ( Fig. 1) showed infiltrate of right lower side suggesting pleural effusion. Diagnostic thoracocentesis produced 24 ml of yellowish clear fluid. Stained smears and cultures of the fluid for bacteria were negative. Leucocyte count was 5,300/mm3. Erythrocyte sedimentation rate was 34 mm in the first hour. Tuberculin test was negative. Administration of 0.5 g of cephalosporin C daily divided into two doses was discontinued on the seventh hospital day. Fever subsided gradually, but the following day (the 12th day of illness) doses of erythromycin were started because infection due to M. pneuroniae was suspected. Physical and roentgenographic examinations on the 18th hospital day revealed no abnormalities. Cough was gradually diminished and he was discharged on January 5, 1970.
Case 2. A 6 11/12 year-old boy was admitted to hospital with three-day history of fever and cough on December 18, 1969. He was a younger brother of Case 1. Erythromycin was administrated two days before admission. Examina tion of the chest revealed dullness to percussion over the left lower side , but no rales were heard. A chest x-ray film (Fig. 2) showed infiltrate of left lower side . Diagnostic thoracocentesis produced 2 ml of the clear fluid. Stained smears and cultures of the fluid for bacteria were negative.
Leucocyte count was 4,300/mm3. Erythrocyte sedimentation rate was 82 mm in the first hour. Tuberculin test was negative.
Administration of erythromycin was continued.
From the evening on admission to the 7th hospital day urticarious rash was noticed on the trunk and extremities. Fever subsided on the 8th hospital day and cough gradually diminished. He was discharged on January, 1970.
Case 3. An 8 11/12-year-old boy was admitted to hospital with a three-day history of fever and cough on November 12, 1969. Examination of the chest revealed slight dullness to percussion and crackling rales over the right lower side. The leucocyte count was 6,800/mm3. Erythrocyte sedimentation rate was 37 mm in the first hour. Tuberculin test was negative. A chest x-ray film taken on the 7th day of illness (Fig. 3) showed infiltrate of a right lower side. Diagnostic thoracocentesis was carried out on the third hospital day because dullness to percussion increased and presence of pleural effusion was suspected. The obtained pleural fluid was yellowish clear and there were no bacteria in both stained smear and cultures of fluid. A maculopapular rash with five days duration occurred over trunk and extremities on the sixth day of illness. Erythromycin was administrated three days before admission. Fever subsided on the 12th hospital day and a chest x-ray film taken on 17th hospital day revealed no abnormalities. He was discharged on December 20, 1969.
RESULTS
M. pneumoniae was isolated from the pleural fluid of Case 1, but was not isolated from the other two cases and from throat swab specimens of three cases. There was a significant rise of CF antibody titers to M. pneumoniae in three cases. Pleurisy is not frequent complication in M. pneumoniae pneumonia, but Hers and Masurel (1967) reported that in 82 previously healthy cases of atypical pneumonia associated with M. pneumoniae pleurisy was found in 10 cases and majority of pleurisy cases was seen in children and young adults. But massive pleural effusion is a rare complication of M. pneumoniae pneumonia, and there has been no report of isolation of M. pneumoniae from pleural fluid, so this paper is a first report of isolation of M. pneumoniae from pleural fluid and CF antibody was demonstrated in the pleural fluid in two cases.
The failure to isolate the organism from throat swab specimens may have been due to be administrated erythromycin for the patients before the collection of specimens.
Skin rashes, often of short duration and usually described as maculopapular or urticarious, have been reported (Foy et al. 1966 , Evans et al. 1967 , Feizi et al. 1967 , Copps et al. 1968 , Mannbeck and Alexander 1969 . Skin manifestations were recorded in 8% of illness due to M. pneumoniae in studies in families (Foy et al. 1966) , and 11% in a community outbreak of Mycoplasma pneumonia (Copps et al. 1964 ). In our cases antibiotics were administrated in all cases, so it is undeniable that skin rash might he induced by drug.
